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Research has suggested a relationship between interpersonal trauma and PTSD 
symptomology among non-heterosexual men. However, there is little research evaluating the 
roles that conformity to male norms and minority stress have on the relationship between 
interpersonal trauma and PTSD symptomology. Using a convenience sample of 221 non-
heterosexual male participants who had experienced interpersonal trauma, this study explored 
whether the conformity to male norms subscales and minority stress subscales predicted PTSD 
symptomology. Results demonstrated that the number of traumatic events and recency of 
traumatic events were the strongest predictors of PTSD symptomology. Endorsement of risk-
taking behaviors, a heterosexual self-presentation, concern regarding feeling accepted by others, 
and difficulty processing one’s sexual orientation predicted PTSD symptomology. Furthermore, 
responses indicating lower internalized negative feelings of one’s sexual orientation and a lower 
acceptance toward violence predicted decreased rates of PTSD symptomology. Clinical and 
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Male Norm Conformity and Minority Stress as Predictors of PTSD Symptomology among 
Non-Heterosexual Males with Interpersonal Trauma 
 Approximately 50%-69% of people in the United States (U.S.) experience at least one 
traumatic experience in their lifetime (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; 
Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). Interpersonal Trauma (IPT) is a traumatic 
event resulting from violence inflicted by another individual or a small group of individuals 
(Lilly & Valdez, 2012). IPT has been shown to predict PTSD symptomology than other forms of 
trauma (Cisler et al, 2012; Creamer, Burgess, & McFarlane, 2001; Wolfe et al., 1998). Although 
trauma is clearly related to PTSD symptomology, other variables may account for additional 
variance in PTSD symptomology. Originally, several studies have indicated biological sex as a 
predictor for PTSD symptoms (Hetzel-Riggin & Roby, 2013; Zlotnick et al., 2006). However, 
additional research has focused on the role of conformity to gender norms in PTSD symptoms 
and psychological wellbeing (Barrett & White, 2002; Lippa, 2008; Liu & Iwamoto, 2007; 
Plöderl & Fartacek, 2009; Roberts, Rosario, Corliss, Koenen, & Austin, 2011; Sandfort, 
Melendez, & Diaz, 2007; Valdez & Lilly, 2013). Several researchers have shown that there may 
be a relationship between conformity to various male norms and PTSD symptomology among 
men (Levant, Wimer, Williams, Smalley, & Noronha, 2009; McDermott, Tull, Soenke, 
Jakupcak, & Gratz, 2010; Morrison, 2012; Reilly, Rochlen, & Awad, 2014). A limitation of 
these studies have been conducted with heterosexual participants or participants whose sexual 
orientation was not specified? Despite the fact that non-heterosexual men (NHM) are at 
increased risk of experiencing IPT and PTSD symptomology when compared with heterosexual 
men, few studies have assessed the impact that conformity to different types of male norms and 





Gore-Felton, Benotsch, Cage, & Rompa 2004). The current study will investigate how male role 
norms and minority stress contribute to PTSD symptomology for NHM who have experienced 
interpersonal trauma. 
According to Lilly and Valdez (2012), interpersonal trauma (IPT) is a traumatic event in 
which one or more people were the cause of the traumatic event on the victim. Examples include 
sexual assault, physical abuse, threat of harm with or without a weapon, bullying in which 
physical integrity was at risk, kidnapping, captivity, combat trauma, or witnessing any of the 
above events. Frazier et al. (2009) found that students who had experienced IPT reported higher 
levels of distress in their lives than students who experienced other forms of trauma. Also, 
people who experience IPT were more likely to develop PTSD symptoms than those who 
experience other forms of trauma (Breslau et al., 1998; Creamer, Burgess & McFarlane, 2001; 
Griffing et al., 2006; Kaminer, Grimsrud, Myer, Stein, & Williams, 2008; Norris et. al., 2003; 
Stein, Walker, Hazen, & Forde, 1997; Zlotnick et al., 2006). PTSD is triggered by a traumatic 
event and has a significant impact on daily living areas such as persistent upsetting symptoms 
associated with the event, acts of numbing, avoidance, and hyperarousal or hypervigilance (APA, 
2013). PTSD has been shown to be positively correlated to increased depressive symptoms 
(Campbell et al., 2007; Kilpatrick et al., 2003; Waldrop et al., 2007), substance abuse disorder, 
and other forms of mental illness (Kessler et al. 1995).   
An increasing number of researchers have pointed out that it may also be important to 
assess how the partial fulfillment of PTSD criteria, often referred to exhibiting PTSD 
symptomology, may also occur in people affected by trauma (Copeland, Keeler, Angold, & 
Costello, 2007; Harned, Najavits, & Weiss, 2006; Stein et al., 1997). Furthermore, PTSD 





as a full PTSD diagnosis (Stein et al., 1997). Research indicates that 13.4% of children aged 16 
years or younger who experienced at least one traumatic event exhibited PTSD symptomology; 
however, less than 0.5% met the criteria for a PTSD diagnosis (Copeland et al., 2007). Despite 
lacking a PTSD diagnosis, when comparing people with PTSD symptomology to the general 
population, they are at an increased risk for substance abuse/dependence (Hedtke et al., 2008; 
Najavits, Weiss, & Shaw, 1997; Simpson & Miller, 2002), mental health issues (Kilpatrick et al., 
2003), low self-esteem and self-blame (Campbell et al., 2007), poor physical health (Stein & 
Barrett-Connor, 2000), and self-harm behaviors (Gratz & Chapman, 2007; Harned et al., 2006). 
Due to this information, the current study specifically investigated how conformity to male 
norms and minority stress related to PTSD symptomology for NHM who have experienced 
interpersonal trauma.  
In order to fully assess PTSD symptomology, the current study applied total PTSD scores 
as well as PTSD criteria identified for a PTSD diagnosis according to the DSM5 (APA, 2013). It 
is important to assess PTSD criteria scale symptoms since this information can impact 
conceptualization and treatment options. Criteria A assesses if the person experienced a 
traumatic or life threatening event. The other criteria assess increased symptoms as a result of the 
traumatic event(s) and are as follows: Criterion B (intrusion symptoms such as traumatic 
nightmares and flashbacks of the traumatic event), Criterion C (persistent avoidance of 
reminders of the traumatic event), Criterion D (negative changes in thoughts or mood), and 
Criterion E (increase in arousal and reactivity).  
Non-Heterosexual Men (NHM) and Interpersonal Trauma (IPT) 
The term non-heterosexual challenges the binary thought processes associated with 





approach of sexual orientation (Dilley, 2002). For this study, non-heterosexual men (NHM) 
includes men who identify as gay, bisexual, men who have sex with men (MSM) or cis-gender 
men who identified as non-heterosexual, but chose the option “Other.” When compared to 
heterosexual men, NHM are at an increased risk of IPT including childhood physical and sexual 
abuse (Kalichman et al., 2004), intimate partner violence in adolescence and adulthood (Halpern, 
Young, Waller, Martin, & Kupper, 2004; Houston & McKirnan, 2007), and physical and sexual 
assault in adulthood (Rothman, Exner, & Baughman, 2011; Saewyc et al., 2006). Herek, Gillis, 
and Cogan (1999) reported that gay men were more likely than heterosexual men to be victims of 
physical assaults. Balsam, Rothblum, and Beauchaine (2005) compared child abuse history 
among a set of siblings with one heterosexual and one non-heterosexual sibling and found that 
sexual minorities were more likely to experience abuse in their childhood as well as sexual 
assault and intimate partner violence in adulthood. Roberts, Austin, Corliss, Vandermorris, and 
Koenen (2010) completed a longitudinal study and found that NHM participants were not only 
more likely to experience forms of IPT, but were 1.7 to 3.7 times more likely to develop full 
PTSD as a result of this trauma when compared to their heterosexual peers. According to 
Pilkington and D’Augelli (1995) sexual minority adolescents reported increased rates of 
victimization in the community. Furthermore, when compared to heteronormative peers, sexual 
minorities had increased levels of PTSD symptomology following experiences of IPT (Herek, 
Gillis, & Cogan, 2009; Owens, Riggle, & Rostosky, 2007; Willging, Salvador, Kano, 2006; 
Williams, Connolly, Pepler, & Craig, 2005). It should be noted that none of the studies 







Non-Heterosexual Men and Conformity to Male Norms 
 Conformity to male norms is identified as endorsing society’s assigned standards of how 
a biological male is supposed to act or portray himself. Nonconformity to gender norms can be 
defined as instances in which “gender expression does not follow traditional gender roles” (Gay–
Straight Alliance Network, 2004, p. 1). Many definitions of conformity to male norms include 
emotional control, self-reliance, and a competitive desire to perform better than others (Bem, 
1981; Gilbert & Scher, 1999; Mahalik, Talmadge, Locke, & Stock, 2005). Mahalik (2000) 
argued for a more specific description that measures conformity to male norms within cognitive, 
affective, and behavioral domains.  
 In most developmental stages of life, NHM are found to endorse fewer traditional male 
conformity roles than men who identify as heterosexual (Bailey, Dunne, & Martin, 2000; Lippa, 
2005). Gay, lesbian, and bisexual youth are already more likely than their peers to be 
stigmatized, experience increased levels of distress and suicide risk, and have a lower level of 
general well-being due to their sexual minority status (D’Augelli, Grossman, & Starks., 2006; 
Meyer, 2003; Sandfort et al., 2007; Skidmore, Linsenmeier, & Bailey, 2006; Toomey, Ryan, 
Diaz, Card, & Russell, 2010). The dual minority status of being both a sexual minority person 
and not conforming to male norms could be another factor of separation from heteronormative 
peers and can lead to increased harassment from others and mental health issues such as 
depressive symptoms, hopelessness, and suicidal behaviors (Plöderl & Fartacek, 2009).  
 Rieger and Savin-Williams (2012) argued that nonconformity to male norms, rather than 
sexual minority status, is a stronger predictor of social stigmatization and decreased levels of 
well-being. Baams, Beek, Hilli, Zevenberger, and Zos (2013) supported this argument after 





psychological well-being decreased and perceived stigmatization increased. D’Augelli et al. 
(2006) assessed 528 lesbian, gay, and bisexual youth in New York on PTSD diagnoses, 
victimization, and level of conformity to gender norms in childhood. Those presenting with 
nonconformity to traditional norms admitted to significantly more experiences of victimization 
and higher levels of mental and psychological distress. Additional studies indicated similar 
results in sexual minorities and nonconformity to gender norms (Sandfort et al., 2007; Toomey et 
al., 2010).  
Despite research indicating that NHM are less likely to conform to male norms (Johnson, 
Gill, Reichman, & Tassinary, 2007; Lippa, 2005), it is important to note that not all members of 
the NHM community present as such and many NHM strongly value and even exaggerate male 
norms (Halkitis, Green, & Wilton, 2004; Hennen, 2005; Kurtz, 1999). Much like their 
heterosexual peers, NHM who highly endorse conformity to male norms have been found to be 
at an increased risk for substance abuse and risky sexual behaviors (Hamilton & Mahalik, 2009; 
Pachankis, Westmaas, & Dougherty, 2011). A study completed by Sánchez, Greenberg, Liu, and 
Vilain (2009) indicated that gay men with masculine values reported pressure toward 
maintaining a masculine appearance and reported difficulty expressing emotions and affection 
toward others because of concerns that it would conflict with their masculine roles. Fischgrund, 
Halkitis, and Carroll (2011) reported that gay men who highly endorsed conformity to male 
norms scored higher on measures of depression, anxiety, and hostility than gay men who did not 
endorse male norms. However, these studies measured male norm conformity on a single scale. 
Current conceptualizations of masculinity note the multidimensional nature of the construct. It is 





predictors of psychological wellbeing. Further research is needed to understand how conformity 
to various male norms predicts PTSD.  
Research has shown inconsistencies regarding if conformity or non-conformity to male 
norms is the stronger predictor of PTSD symptomology and other problem behaviors (Barrett & 
White, 2002; Lippa, 2008; Liu & Iwamoto, 2007; Plöderl & Fartacek, 2009; Roberts et al., 2011; 
Sandfort et al., 2007; Valdez & Lilly, 2013). Adolescent males who do not conform to traditional 
male norms are more likely than their peers to experience IPT and thus have an increased chance 
of PTSD symptoms later in life (Roberts et al., 2010). On the other hand, high rates of male norm 
conformity have been connected to increased risk of cardiovascular and other health related 
issues, lower self-compassion, lower self-esteem, increased mental health issues, and decreased 
psychological help seeking-behavior (Levant et al., 2009; Magovcevic & Addis, 2008; Reilly et 
al., 2014). Morrison (2012) reported that male veterans with higher endorsement of traditional 
male-defined roles were more likely to display higher rates of PTSD symptoms.  
One explanation for the results above could be the method of assessing gender 
conformity on a single construct. The gender ideology approach argues that gender conformity 
should be assessed with multiple constructs, such as increased risk-taking, emotional control, and 
exhibiting a heterosexual self-presentation, due to the complexity of the subject (Smiler, 2004). 
For example, a study conducted by McDermott et al. (2010) showed that males who had higher 
rates of the specific male conformity subscale of not displaying emotions or presenting as 
vulnerable to others presented with higher rates of PTSD symptoms even though the other 







Minority Stress in Non-Heterosexual Men (NHM)  
 The Minority Stress Theory was developed to explain the additional psychological and 
social burden experienced by those who differentiate from the majority culture. Meyer (2003) 
explained it as when “stigma, prejudice, and discrimination create a hostile and stressful social 
environment that causes mental health problems” (p. 674). Within sexual minorities, minority 
stress identifies experiences due to not conforming to heteronormative expectations (Meyer). 
Living in a heteronormative and often homophobic culture has been connected to experiences 
with external prejudice, expectations of rejection, and internalized homophobia (Dentato, 
Halkitis, & Orwat, 2013).   
Although sexual minorities adapt to living in a heteronormative culture, they often 
experience additional stress that has adverse effects on their mental and physical health (Meyer, 
2003). Bos, Sandfort, De Bruyn, and Hakvoort (2008) showed that in a study of 866 adolescents, 
participants with same-sex attractions reported lower levels of self-esteem, lower school 
performance, and higher rates of depression. Higher levels of minority stress among NHM has 
been linked to increased suicidality, depression, workplace problems, substance abuse, body 
image problems, and a fear of rejection from others, often resulting in a decrease in social 
supports (Diaz, Ayala, Bein, Jenne, & Marin, 2001; Hamilton & Mahalik, 2009; Meyer, 1995; 
Herek et al., 1999; House, Van Horn, Coppeans, Stepleman, 2011; Kimmel & Mahalik, 2005; 
Meyer, 1995; Mills et al., 2004; Waldo, 1999).  
 House et al. (2011) found that 96.8% of gay and bisexual men reported at least one 
incident of minority stress along with 69.7% reporting at least one incident of IPT victimization. 
Both of the variables increased the risk of suicidal behaviors and nonsuicidal self-harming 





risk of nonsuicidal self-harming. Gold and Marx (2007) concluded that minority stress factors 
increased the likelihood of depressive symptoms and PTSD among gay men who experienced 
IPT. Gemberling et al. (2014) found a positive correlation between sexual assault and minority 
stress including acceptance concerns, internalized homonegativity, and motivation to conceal 
one’s sexual identity. Gold, Feinstein, Skidmore, and Marx (2011) reported that gay men with a 
history of childhood abuse who reported increased rates of internalized homonegativity are more 
likely to have PTSD in adulthood when compared to gay men without a history of childhood 
abuse. In other studies, NHM who experienced victimization and sexual discrimination reported 
higher levels of psychological distress including increased rates of anxiety, self-injurious, and 
suicidal behaviors when compared to NHM who did not report increased rates of victimization 
and sexual discrimination (Herek et al., 1999; House et al., 2011). However, it is unknown to 
what degree minority stress impacts PTSD symptomology in NHM who have experienced IPT, 
especially using the new PTSD diagnostic criteria as used in the Fifth Edition of the Diagnostic 
and Statistical Manual of Mental Disorders (APA, 2013). 
Much like conformity to male norms, many argued that minority stress among the LGB 
community is a multidimensional construct (Ashmore, Deaux, & McLaughlin-Volpe, 2004). One 
limitation of current research has been the utilization of assessment measures that yield only a 
single minority stress score. Internalized homonegativity, an assessment of one’s own negative 
feelings toward his or her sexual orientation, is the most common construct used by researchers 
to measure minority stress (Mohr & Kendra, 2011; Williamson, 2000). However, Meyer (2015) 
described minority stress as internal negative feelings, anticipating discrimination from others, 
and a motivation to hide one’s sexual identity. In order to gain a better understanding of how 





that meet Meyer’s description. The current study used four subscales from the Lesbian, Gay, 
Bisexual Identity Scale to measure minority stress. The subscales are: Acceptance Concerns, 
Internalized Homonegativity, Concealment Motivation, and Difficult Process. Bregman, Malik, 
Page, Makynen, and Lindahl (2013), Page, Lindahl, and Malik (2013), and Gemberling et al. 
(2014) supported the multidimensional utilization to assess minority stress.  
In summary, literature has indicated that NHM are more likely than heterosexual men to 
have experienced increased rates of IPT and PTSD symptomology. Research also indicates that 
minority stress and conformity to male role norms may contribute to PTSD symptomology for 
men who have experienced IPV.  However, the literature on how conformity to specific male 
role norms and specific aspect of minority stress may contribution to PTSD for NHM who have 
experienced IPV is limited.  
Other Variables Impacting PTSD Symptomology 
There are several known variables that may impact IPV and PTSD symptomology that 
will be included as control variables in the current study. Skidmore et al. (2006) found that 
higher levels of psychological distress were related to lower SES. Furthermore, PTSD 
symptomology has been shown to increase with age, with 70% to 90% of individuals age 65 or 
older experiencing at least one traumatic event (Cook, 2001; Norris, 1992; Creamer & Parslow, 
2008). Previous traumatic experiences have been shown to make one more susceptible to PTSD 
symptomology and have an overall increase in PTSD symptomology when compared to 
individuals who have experienced fewer traumatic events (Breslau, Chilcoat, Kessler, & Davis, 
1999; Kessler, 2000; Scott, 2007). Brewin, Andrews, and Valentine’s (2000) meta-analysis 
regarding risk factors and PTSD among adults with a history of trauma exposure showed that 





of trauma, gender, and race were also found to predict PTSD; however, this was dependent on 
the population assessed and not consistent. Lastly, the recency of one’s most recent traumatic 
experience can exacerbate PTSD symptoms; therefore, this will be considered in the analysis, as 
well (Astin, Ogland-Hand, Coleman, & Foy, 1995; Wijma, Soderquist, Björklund, & Wijma, 
2000). So which variables of those listed above are used as controls? 
Research Questions 
The purpose of this study is to determine if various components of conformity to male 
norms and minority stress predicts PTSD symptomology and different criterion for PTSD 
symptomology for NHM who have experienced IPT. The research questions are as follows: 
1. Do experiences of conformity to male norms as measured by predictor  
variables Winning, Emotional Control, Risk-Taking, Violence, Power over Women, Playboy, 
Self-Reliance, Primacy of Work, and Heterosexual Self-Presentation predict the criterion 
variable of PTSD symptomology for NHM who have experienced IPT? If so, do any of these 
predictor variables uniquely contribute to the variance in PTSD symptomology? 
 1A. Does conformity to male role norms (listed above) predict the criterion 
variable of criterion B (intrusive symptoms) for PTSD symptomology for NHM who have 
experienced IPT? If so, do any of these predictor variables uniquely contribute to the 
variance in PTSD criterion B? 
 1B. Does conformity to male role norms (listed above) predict the criterion  
variable of criterion C (avoidance) for PTSD symptomology for NHM who have  
experienced IPT? If so, do any of these predictor variables uniquely contribute to the  
variance in PTSD criterion C? 





variable of criterion D (negative alterations in cognitions or mood) for PTSD  
symptomology for NHM who have experienced IPT? If so, do any of these predictor  
variables uniquely contribute to the variance in PTSD criterion D? 
 1D. Does conformity to male role norms (listed above) predict the criterion  
variable of criteria E (alterations in arousal and reactivity) for PTSD symptomology for  
NHM who have experienced IPT? If so, do any of these predictor variables uniquely  
contribute to the variance in PTSD criterion E? 
2. Does minority stress as measured by Acceptance Concerns, Concealment  
Motivation, Internalized Homonegativity, and Difficult Process predict PTSD 
symptomology for NHM who have experienced IPT? If so, do any of these predictor  
variables uniquely contribute to the variance in PTSD symptomology? 
2A. Does minority stress predict the criterion variable of criterion B (intrusive  
symptoms) for PTSD symptomology for NHM who have experienced IPT? If so, do  
any of these predictor variables uniquely contribute to the variance in PTSD  
criterion B? 
2B. Does minority stress predict the criterion variable of criterion C (avoidance)  
for PTSD symptomology for NHM who have experienced IPT? If so, do any of these 
predictor variables uniquely contribute to the uniquely contribute to the variance in PTSD 
criterion C? 
 2C. Does minority stress predict the criterion variable of criterion D (negative 
alterations in cognitions or mood) for PTSD symptomology for NHM who have 
experienced IPT? If so, do any of these predictor variables uniquely contribute to the  





2D. Does minority stress predict the criterion variable of criteria E (alterations in 
arousal and reactivity) for PTSD symptomology for NHM who have experienced IPT? If 




This study was conducted among a convenience sample of 221 NHM’s who reported at 
least one traumatic event that could be classified as IPC. Participants were at least 18 years old 
and resided within the United States. Age was categorized as follows: between 18-25, 26-35, 36-
45, 46-55, 56-65, or over 65. The majority of the participants (n = 181) identified as White. Of 
the remaining participants, 8 identified as African American, 11 identified as Hispanic, 8 
identified as Asian American, 3 identified as American Indian, 3 as biracial, 3 as multiracial, and 
2 identified as other. 
Instruments 
Demographic Form. The Demographic Form collected information about participants’ 
age, race/ethnicity, state of residence, education level, annual household income, and history of 
mental health treatment. Participants’ options on all demographic items were based on 
categorical responses.  
 Interpersonal Violence Checklist (IPV Checklist). The research team developed an 
IPV Checklist to assess the forms of interpersonal violence a participant experienced in his 
lifetime. The types of interpersonal violence assessed included seven of the commonly 
mentioned forms of IPV in the literature, including: physical assault from a family member or 





sexual assault, other unwanted sexual experience, kidnapping or captivity, bullying resulting in 
physical assault or threats of physical harm. Participants responded “yes” or “no” to each type of 
IPV. To collect the other important control variables indicated by the literature, the next three 
questions assessed the participant’s first traumatic experience, how often a traumatic event was 
experienced, and time of the participant’s last traumatic experience. Responses to these questions 
are provided in a multiple-choice format.  For the question, “When was your first of these 
events?”, the options were: a) Childhood (birth-12 years old), b) Adolescence (13-17), or c) 
Adulthood (18+). For the question, “How many times did you experience these event(s)?”, the 
options were: a) 0, b) 1-3, c) 4-6, or d) 7+. For the question, “How long ago was the last time 
you experienced any of these event?”, the options were: a) Less than 1 year ago, b) 1-3 years, c) 
4-6 years, d) 7-10 years, or e) 10+ years ago. As one of our instruments required participants to 
have a traumatic experience in mind, the final question asked the participant to identify the event 
that was most traumatic or substantial to them. A blank box was provided and the participant was 
asked to type the question number of the form of interpersonal violence as identified in the IPV 
checklist. All participants who indicated having experienced at least one instance of IPV were 
included in the analysis.  
Conformity to Masculine Norms Inventory (CMNI-46). The CMNI-46 was developed 
to assess behaviors of gender conformity in men based on the conceptualization of masculine 
gender norms as specified by Mahalik et al. (2003; Parent & Moradi, 2009). The CMNI-46 is a 
46 response instrument that assesses gender conformity to nine male norms: Winning, Emotional 
Control, Primacy of Work, Risk-taking, Violence, Heterosexual Self-presentation, Playboy, Self-
reliance, and Power over Women. Responses are presented on a four-point scale (0 = Strongly 





Two-to-three week test-retest reliability scores presented with a median of .80. Cronbach’s alpha 
scores for CMNI-46 subscales ranged between .71 and .90 (Parent & Moradi). Alt, Lewis, Liu, 
Vilain, and Sánchez (2014) tested the subscales on a sample of gay men and reported support for 
the use of the CMNI on this population. In this study, the internal consistency of the CMNI 
subscales ranged from .73 to .89. 
The Lesbian, Gay, & Bisexual Identity Scale (LGBIS). The LGBIS is a 27-item scale 
that was developed to update the Lesbian and Gay Identity Scale (LGIS; Mohr & Fassinger, 
2000) and include sexual minorities who identify as bisexual (Mohr & Kendra, 2011). The 
LGBIS was assessed with a sample of 460 university students of different races who identified as 
members of the lesbian, gay, and bisexual (LGB) community. The LGBIS measures sexual 
minority identity on eight dimensions: Acceptance Concerns, Concealment Motivation, Identity 
Uncertainty, Internalized Homonegativity, Difficult Process, Identity Superiority, Identity 
Affirmation, and Identity Centrality (Mohr & Kendra, 2012). Meyer (2015) described minority 
stress due to sexual minority status as internal negative feelings, anticipating discrimination from 
others, and a motivation to hide one’s sexual identity. Mohr and Kendra (2011) concluded that 
the LGBIS can be a useful assessment instrument in measuring sexual minority identity as well 
as minority stress. To assess minority stress, the subscales Acceptance Concerns, Concealment 
Motivation, Internalized Homonegativity, and Difficult Process were applied to this study. 
According to Mohr and Kendra (2011), six week test-retest reliability of LGBIS subscale scores 
among 51 students from 13 different universities ranged from .70 to .92, and Cronbach’s alpha 
estimates ranged between .72 and .94. In this study, the internal consistency of the LGBIS 





PTSD Checklist for the DSM 5 (PCL-5). Weathers et al. (2013) developed the PCL-5 
in response to the changes of the PTSD diagnosis that occurred in the transition to the DSM-IV 
TR to the DSM-5. The PCL-5 is a 20-item self-report instrument that takes approximately 5-10 
minutes to complete. Participants included in the study had to identify at least one experience of 
IPT. Participants in the current study were asked to consider the most traumatic event as 
specified in the IPV Checklist when answering the items. Responses are provided in a 0-4 Likert 
format with 0 indicating “Not at all” and 4 indicating “Extremely.” Summed scores range 
between 0 and 80 with a higher score indicating more PTSD symptomology. Also, specific 
criteria scores should be assessed and are summed based on the items that represent the given 
clusters: Criterion B (items 1-5), Criterion C (items 6-7), Criterion D (items 8-14), and Criterion 
E (items 15-20). Criterion B involves the assessment of persistent upsetting symptoms related to 
the traumatic event. Criterion C refers to acts of numbing due to the traumatic event. Criterion D 
pertains to symptoms of avoidance. Criterion E references symptoms of hyperarousal or 
hypervigilance in response to the traumatic event.  
Weathers et al. (2013reported that this instrument can be used to make a provisional 
diagnosis and is usually utilized in conjunction with a clinical interview. Since no clinical 
interviews were conducted in the current study, instrument scores do not constitute a complete 
PTSD diagnosis but indicate participants’ PTSD symptomology. Blevins, Weathers, Davis, 
Witte, and Domino (2015) described the PCL-5 as a useful instrument in predicting PTSD 
symptomology after analyzing results on college students with a history of trauma (N = 278). 
Overall, results indicated that the PCL-5 exhibited strong internal consistency (  = .94), test-





conducted by the authors with additional college students with traumatic histories (N = 558) and 
yielded similar results (Blevins et al.). 
Procedure 
 Data were collected through archived data from a larger study on LGBT trauma by the 
LGBTQIA research team at The University of Memphis. Participants were recruited through 
convenience and snowball sampling strategies via electronic means. Meyer and Wilson (2009) 
reported that acquiring participants via web-based surveys is more effective at reaching larger 
and more diverse populations and is more cost-effective than other methods of acquiring 
participants. Also, it was reported that many members of the LGBT community who live in rural 
areas are often left out of studies. Use of web-based survey methods increases the likelihood of 
their inclusion.    
Results 
A preliminary analysis was conducted to examine the data for accuracy, missing values, 
appropriate ranges and frequencies, scale reliabilities and normality. The author also checked for 
outliers, skewness and kurtosis, linearity, and homoscadiscity. The CMNI subscale Power over 
Women was eliminated from the current study due to issues with internal consistency within our 
targeted population (  = .40). Simple correlation analysis revealed that no variables were too 
similar to each other for both to be included in the regression analyses. Nor did any variables 
show such low correlation to the PCL-5 scales that we could exclude additional variables from 
the final analysis. In a study conducted by Parent and Moradi (2011), the Playboy subscale 
presented with low discriminant validity and was warned that interpretations should be evaluated 





Due to a coding error on the LGBIS in which it was presented to participants with a 4-
point Likert scale (strongly disagree, disagree, agree, strongly agree) instead of its standard 6-
point Likert format (strongly disagree, disagree, somewhat disagree, somewhat agree, agree, and 
strongly agree), the format was changed accordingly. A score of 1 continued to represent 1, 2 
was transformed to 2.67, 3 was transformed to 4.34, and 4 was transformed to 6. In support of 
this action, Cronbach’s alpha of the four subscales were reassessed and ranged from .73 to .83. 
These continue to be similar to the Cronbach’s alpha scores presented by Mohr and Kendra 
(2011). Literature has indicated no issues with Criterion-related validity when utilizing a four-
point format as opposed to a 6-point format (Chang, 1994).  
Scale intercorrelations and descriptive statistics are presented in Table 1. Because 
differences in age and education did not demonstrate trends toward significant association with 
PTSD symptomology, they were eliminated from the study in order to increase power of the data 
analysis. The recency of the last traumatic event and number of traumatic events were 















Means, SDs, and Correlations for All Measures (N = 221) 
    1 2              3              4               5                 6           7             8          9        10        11        12          13        14         15       16   
1. PCL-5        -- --            --              --              --                --           --             --         --         --          --         --            --         --          --          -- 
2. Age    -.08 --            --              --              --                --           --             --         --         --          --         --            --         --          --          --   
3. Education-.19**     .36**      --              --              --              --          --             --         --        --          --         --            --         --          --          -- 
4. #Trauma    .32**    .03         -.10            --              --               --           --             --         --         --          --         --            --         --          --          -- 
5. Last Event-.27**    .46**      .31**     -.08             --                --           --              --         --        --          --          --           --         --          --          -- 
6. Win    .19**     -.18**     .01  .02         -.15*  --        --        --      --        --          --         --            --         --          --          -- 
7. EmoCon   .20**     -.05       -.09           .13          -.07            .25**     --        --         --        --          --         --            --         --          --          -- 
8. RiskT    .12         -.05       -.04           .03          -.12            .08       -.05        --         --        --          --         --            --         --          --          -- 
9. Vio    .02         -.13       -.04           .07          -.06            .19**   -.02      .18**    --         --          --         --            --         --          --         --  
10. SelfR    .26**     -.11       -.19**      .15*         -.18**          .29**     .53**       -.10      .03       --          --         --            --         --          --          -- 
11. PofW    .04         -.09       .04          -.10          -.13            .29**    .14*          .11      .04       .14*       --         --            --         --          --          -- 
12. HSP    .24**     -.14*    -.14*         .03          -.16*            .23**    .23**        -.10      .07      .23**    .04       --             --         --          --         -- 
13. ConMo   .12         -.21**  -.19**       .01          -.06            .11        .20**       -.11     .12        .24**   -.07     .54**        --         --          --         -- 
14. AccCo    .25**     -.17*    -.23**       .12          -.20**          .09       .11     -.13    -.02       .18**     .01     .42**      .58**     --          --         -- 
15. IHN    -.02       -.14*      .03          -.06          -.10            .15*      .15*     -.07     .01       .11         .04     .42**      .44**    .38         --         --  
16. DiffPro   .20**    -.24**   -17*         .09          -.09            .10        .12     -.01     .01       .23**   -.04     .29**      .46 **   .53**   .27**     -- 
Means    45.20     2.16    4.87           3.05          3.29            14.33     14.22       9.29    14.56   12.68   8.84    10.62      7.59      7.52     6.13    7.14 
SDs    17.35     1.24    1.72          .87          1.47            3.19       3.80         2.29     3.39     2.81   2.48     4.21        2.48     2.28     2.49    2.59 
Note. * p < .05. **p <.01 
Win = Winning, EmoCon = Emotional Control, RiskT = Risk Taking, Vio = Violence, SelfR = 
Self-Reliance, PofW = Primacy of Work, HSP = Heterosexual Self-Presentation, ConMo = 
Concealment Motivation, AccCo = Acceptance Concerns, IHN = Internalized Homonegativity, 
DiffPro = Difficult Process 
Regression Analyses 
Five separate hierarchical regressions were completed with the first one using the full 
scale PCL-5 as the criterion variable and the following four using the PCL-5 Criterion B through 
E as the criterion variables. In the first block, the number of traumatic events, the time of the last 
traumatic event experienced, age, and educational level were entered as covariates as indicated 
by the literature. In the second block, predictor variables from both the CMNI and the LGBIS 
were entered. This was repeated in the second through fifth regressions. The Beta coefficients (β) 










Summary of Hierarchical Regression Analysis for PTSD Symptomology among Non-
Heterosexual Men with a History of Interpersonal Trauma (N = 221) 
 
         PTSD TOTAL  PTSD B  PTSD C PTSD D  PTSD E    
 
Step 1 
 R2   .156***  .138***  .156***  .097***  .125*** 
  #Trauma  .301***  .289***  .279***  .242***  .277*** 
 Last Event -.248** -.299*** -.273*** -.199*** -.216*** 
 
Step 2 
 R2  .237  .195  .226  .169  .196   
 Δ R2  .118***  .096***  .108***  .113***  .111*** 
 #Trauma  .239***  .243***  .246***  .175**  .218**  
 Last Event -.159*  -.156*  -.198** -.127  -.119 
 Win   .087   .121   .089   .015   .122 
 EmoCon  .057   .055   .077   .043   .045 
 RiskT   .130*   .109   .123   .089   .153* 
 Vio  -.045  -.076  -.141*  -.015   .122 
 SelfR   .108   .041   .063   .136   .100 
 PofW  -.023  -.028  -.017  -.029  -.004 
 HSP   .184*   .191*   .216**  .142   .141   
 ConMo -.075  -.111  -.011  -.023  -.116 
 AccCo   .177*   .207*   .110   .109   .200*   
 IHN  -.167*  -.177*  -.094  -.163*  -.129 
 DiffPro  .057  -.053  -.037   .154*   .035 
 
Note. * p < .05. ** p <.02. ***p <.01 
Win = Winning, EmoCon = Emotional Control, RiskT = Risk Taking, Vio = Violence, SelfR = 
Self-Reliance, PofW = Primacy of Work, HSP = Heterosexual Self-Presentation, ConMo = 
Concealment Motivation, AccCo = Acceptance Concerns, IHN = Internalized Homonegativity, 
DiffPro = Difficult Process 
 Total PTSD Symptomology. Both of the hierarchical regression models using the PCL-5 
Total Score as the criterion variable were significant, F(2, 218) = 21.35, p < .001 and  F(13, 207) 
= 6.25, p < .001. The number of traumatic events was the strongest predictor of PTSD 
symptomology (β = .239). The recency of the last traumatic experience also uniquely contributed 





masculinity norms and minority stress predict PTSD symptomology above and beyond the 
number and recency of traumatic events. The CMNI subscales Risk-Taking (β = .130) and 
Heterosexual Self-Presentation (β = .184) and LGBIS subscales Acceptance Concerns (β = .177) 
and Internalized Homonegativity (β = -.167) uniquely contributed to the model.  These results 
indicate that a greater number of  traumatic events, recency of the event, and stronger 
endorsements of risk-taking behaviors, a heterosexual self-presentation, and concerns about their 
acceptance as NHM, were associated with higher rates of total PTSD symptomology. 
Interestingly, the less participants endorsed struggling with Internalized Homonegativity, the 
more likely they would exhibit higher rates of PTSD symptomology.  
 PTSD Criterion B. The hierarchical regression using PCL-5 Criterion B Scores as the 
criterion variable was also significant, F(2, 218) = 18.65, p < .001 and  F(13, 207) = 5.10, p < 
.001. The number of traumatic events was the strongest predictor of PTSD symptomology (β = 
.243). The recency of the last traumatic experience was a significant predictor of PTSD 
symptomology (β = -.156). NHM’s endorsement of masculinity norms and minority stress 
predicted PTSD symptomology above and beyond step one. The CMNI subscale Heterosexual 
Self-Presentation (β = .191) and LGBIS subscale Acceptance Concerns (β = .211) uniquely 
contributed to the model with PCL-5 Total Score. Again, the LGBIS subscale Internalized 
Homonegativity was negatively correlated with PCL-5 Total Score (β = -.177). This suggests 
that more traumatic events and the more recent the traumatic event were the two strongest 
predictors of having increased rates of intrusive and dissociative symptoms such as flashbacks 
and nightmares of the event. The more one has concerns toward how others will perceive him 
due to his NHM status and attempts to present oneself as heterosexual also uniquely contributed 





PTSD Criterion C. The hierarchical regression using PCL-5 Criterion C Score as the 
criterion variable was significant, F(2, 218) = 21.31, p < .001 and  F(13, 207) = 5.94, p < .001. 
As before, the number of traumatic events was the strongest predictor of PTSD symptomology (β 
= .246). The recency of the last traumatic experience was also a unique contributor to the model 
(β = -.198). The CMNI subscale Violence (β = -.141) and LGBIS subscale Heterosexual Self-
Presentation (β = .206) uniquely contributed to the PCL-5 Criterion C Score. This indicates that 
NHM endorsing higher rates of concern and active concealment of their sexual orientation as 
well as lower rates of endorsements to physical violence are more likely to report avoidance of 
triggers to their IPT. 
PTSD Criterion D. The hierarchical regression using PCL-5 Criterion D Score as the 
criterion variable was significant, F(2, 218) = 12.78, p < .001 and  F(13, 207) = 4.45, p < .001. 
The number of traumatic events was the strongest predictor of PTSD symptomology (β = .175) 
indicating that increased IPT events predicted higher rates of negative cognitions and mood 
related to PTSD symptomology. No CMNI subscales were associated with PCL-5 Criterion D 
Scores. However, the LGBIS Difficult Process subscale (β = .154) was positively associated with 
PCL-5 Criterion D Score. Also, the LGBIS Internalized Homonegativity subscale (β = -.163) 
was negatively associated with PCL-5 Criterion D Score. These data suggest that rates of 
negative thoughts and affect related to IPT will increase in someone who exhibits difficulty 
adjusting to a NHM status.  
PTSD Criterion E. The hierarchical regression using PCL-5 Criterion E Score as the 
criterion variable was significant, F(2, 218) = 16.68, p < .001 and  F(13, 207) = 5.13, p < .001. 
The number of traumatic events was the strongest predictor of PTSD symptomology (β = .218) 





hypervigilance. The CMNI subscale Risk Taking (β = .153) and LGBIS subscale Acceptance 
Concerns (β = .200) were uniquely and positively associated with PCL-5 Criterion E Score. 
Endorsement of risk-taking behaviors and concerns of being accepted by others predicted higher 
rates of hypervigilance in NHM. 
Discussion 
The purpose of this study was to investigate conformity to male norms and minority 
stress as multidimensional constructs and understand how the subscales of both variables predict 
PTSD Symptomology. In this study, various subscales of conformity to male norms and minority 
stress were positively related to PTSD Symptomology. Prior research studies have yet to explore 
conformity to male norms and minority stress as multidimensional constructs and how they 
impact PTSD Symptomology in non-heterosexual males. A discussion and explanation of the 
results, limitations, and recommendations for future direction will be included in this section.  
Consistent with the literature, an increased number of traumatic events experienced was a 
significant predictor of Total PTSD Symptomology and PTSD Criteria B, C, D, and E (Astin et 
al., 1995; Breslau et al., 1999; Kessler, 2000; Scott, 2007; Wijma et al., 2000). Furthermore it 
was the strongest predictor of PTSD Symptomology on all five regression analyses. Recency of 
the traumatic event was found to be significant in predicting Total PTSD Symptomology and 
PTSD Criterion B and C. This supports literature indicating that more recent traumatic events 
have a positive relationship with higher PTSD rates (Wijma et al.).  
 As a whole, the models assessing subscales of conformity to male norms and minority 
stress were significantly associated with PTSD Symptomology when Total PTSD 
Symptomology, Criterion B, Criterion C, Criterion D, and Criterion E were the criterion 





contributed to the prediction of the different criterion variables. Not all subscales contributed to 
the models.  
Unexpectedly and inconsistent with the literature, internalized homonegativity negatively 
contributed to the model in regards to criterion variables Total PTSD Symptomology, PTSD 
Criterion B, and PTSD Criterion D. That is, participants who had reported decreased levels of 
internalized negative feelings associated with their sexual minority status reported increased 
scores on the PCL-5 Total Score, PCL-5 Criterion B Score, and PCL-5 Criterion D Score. Meyer 
(2015) reported that minority stress should be assessed on a multidimensional level that assesses 
internalized negative feelings, anticipated lack of acceptance from others, and a motivation to 
hide one’s sexual orientation status. Throughout the current study, concerns regarding not feeling 
accepted and motivation to conceal one’s identity were shown to predict PTSD symptomology 
on some level. Further assessment regarding internalized homonegativity could be needed to 
explain this. Mayfield (2001) argued that the understanding of the root of the internalized 
homonegativity is important and argued that it is divided further into three components: personal 
homonegativity, gay affirmation, and morality of homosexuality. The LGBIS questions appear to 
address personal homonegativity but not gay affirmation or morality of homosexuality. The 
author would request additional future research on this. 
Total PTSD Symptomology. Total PTSD Symptomology measures the sum of Criteria 
B-E as specified in the DSM-5 (APA, 2013). Results indicated that as in previous research, the 
number of traumatic events experienced and the recency of the last traumatic event predicted 
Total PTSD Symptomology in NHM. Furthermore, conformity to male norms and minority 
stress predicted Total PTSD Symptomology. The number of traumatic events and the last 





in Total PTSD symptomology. However, there was a significant increase in the variance to 
23.7% when conformity to male norms and minority stress subscales were added to the 
regression model. This indicates that when the model includes an assessment of conformity to 
male norms and minority stress components, the prediction of PTSD Total Symptomology 
significantly increases. Because conformity to male norms and minority stress were assessed as 
multidimensional constructs, it is also important to explore which specific subscales contributed 
to the model.  
 Individuals who reported higher levels of heterosexual self-presentation, risk-taking, and 
acceptance concerns reported higher rates of Total PTSD Symptomology. Heterosexual self-
presentation assessed how the participant would feel if perceived to be gay by others. 
Acceptance concerns assessed how the participant would feel if others knew he was a sexual 
minority. Although these subscales have similarities, the primary difference is the internal 
conflict one has with being perceived by others as non-heterosexual and making attempts to alter 
this (heterosexual self-presentation) as opposed to feelings one might have with himself for 
being a non-heterosexual male (acceptance concerns). The data suggests that NHMs who worry 
about being judged by others for either identifying or presenting as a sexual minority are more 
likely to have increased PTSD Symptomology. This is consistent with findings by Yeung, Mak, 
and Cheung (2016) who reported gay and bisexual men presented with a heterosexual self-
presentation due to fear of being devalued by society; furthermore, gay and bisexual men who 
did have a heterosexual self-presentation reported lower rates of psychological wellbeing (Yeung 
et al.). Surprisingly, the subscale Concealment Motivation was not a significant predictor of 
PTSD Symptomology. Concealment Motivation is similar to the two subscales above but is 





measures they take to do so. This could indicate that one’s goal and behaviors toward privacy, as 
opposed to worry over perceptions and ridicule from being a sexual minority, have less impact 
on PTSD Symptomology. Risk-Taking was a significant predictor of Total PTSD 
Symptomology. This is consistent with literature that indicated that behaviors of increased risk-
taking are prevalent in different populations with increased PTSD rates (James, Strom, & 
Leskela, 2014; Strom et al., 2012; Tull et al., 2009). It is important to note that the most 
significant predictor of PTSD Symptomology, number of traumatic events, has been shown to 
have an association with risk-taking behaviors (Ben-Zur & Zeidner, 2009; Pat-Horenczyk et al., 
2007). 
PTSD Criterion B. PTSD Criterion B measures the intrusive and dissociative events 
such as unwanted memories and flashbacks of the traumatic event. Similar to Total PTSD 
Symptomology, heterosexual self-presentation and acceptance concerns were significant 
predictors to the model. LGBT individuals are more likely to experience different types of abuse 
and physical bullying than heterosexual peers. Furthermore, many times, their victimization is 
due to the intolerance others display due to their sexual orientation (Friedman, Koeske, Silvestre, 
Korr, & Sites, 2006; Herek et al, 1999). This, along with discriminatory U.S. laws and political 
battles for LGBT rights, serve as constant reminders of non-acceptance to the LGBT community, 
so it is understandable how non-heterosexual males with acceptance concerns and a desire to 
display a heterosexual presentation might have fear of continued IPT or marginalization from 
others that would result in higher PTSD Criterion B. 
PTSD Criterion C. PTSD Criterion C measures the amount of avoidance one has toward 
stimuli that triggers the traumatic event. Heterosexual Self-Presentation and Violence had 





Presentation and Violence predicted increased PTSD Criterion C scores. Given that Heterosexual 
Self-Presentation consists of worry about others perceiving the person as a sexual minority and 
hiding this identity, it is plausible that the participant could be inclined to use avoidance as a 
coping mechanism to an uncomfortable and even traumatic event. Initially, the association 
between Violence and Avoidance is surprising; however, many of the questions assessing 
Violence assessed that the person believes that violence is justified in certain situations and 
would use violence in certain situations. This could indicate that the initial reaction is avoidance 
and violence could be used if avoidance is no longer feasible such as when the person can no 
longer avoid the thoughts or feelings associated with the traumatic event. This could suggest that 
the development of coping skills to offset the violent behaviors is necessary.  
PTSD Criterion D. Criterion D of PTSD Symptomology pertains to negative cognitions 
and mood that occur after the traumatic event. This includes no longer finding joy in previously 
enjoyable tasks and persistent negative beliefs about oneself and others. The only significant 
predictor of Criterion D was the Difficult Process subscale of minority stress. This is consistent 
with the Stages of Homosexual Identity Formation developed by Cass (1979). In this model, 
sexual minorities begin to understand their sexual minority status and go through a Difficult 
Process procedure in which incongruences are likely to lead to depressive symptoms similar to 
those in Criterion D of PTSD Symptomology. A limitation to this study is that participants were 
not asked the amount of time that has passed since they have “come out” as a sexual minority. It 
is possible that participants with higher rates of Difficult Process scores have not identified as 
NHMs as long as other participants.  
PTSD Criterion E. Criterion E of PTSD Symptomology assesses increased arousal, 





and sleep disturbances. As expected, increased rates of Risk-Taking was a significant predictor 
and consistent with the literature (Pat-Horenczyk et al., 2007). Acceptance Concerns, the second 
significant predictor of Criterion E of PTSD Symptomology, involves a state of hypervigilance 
toward how others would react to one’s sexual minority status. This level of hypervigilance and 
increased reactivity could be applied to coping with a traumatic event. 
Limitations 
 There are many limitations to the current study. First of all, the PCL-5 was developed in 
response to the development of the DSM5. Although current research considers it a valid and 
reliable instrument (Blevins, Weathers, Davis, Witte, & Domino, 2015), the DSM5 system of 
diagnosis and PCL-5 are still in their infancy, and validity and reliability data on the PCL-5 were 
still being collected at the time this study was conducted. Second, the majority of participants (n 
= 181) identified as Caucasian and between the ages of 18 and 35 and may not be representative 
of older and ethnically diverse non-heterosexual men. Attempts were made to increase diversity 
in regards to race and age by recruiting through diverse social media sites such as National 
Resource for LGBT Aging and National Queer Asian Pacific Islander Alliance. Further research 
is needed to assess if these findings are generalizable to a more diverse population. The use of 
self-report measures is always subject to falsification, however, with anonymous surveys there 
would be little benefit in attempts to present oneself in a more positive (or negative) light than is 
actually experienced. One additional notable concern is in regards to the number of predictor 
variables used in the study and how this could affect the power of the analysis. Including number 
of traumatic events and the last traumatic event, 13 predictor variables were used in each 
regression analysis. To adjust for this, the adjusted R2 was used to determine the variability being 





Future Directions and Clinical Implications 
 Despite the number of men reporting PTSD symptomology and other psychological 
issues, men frequently report not receiving gender-sensitive treatment in therapy (Mahalik, 
Good, Tager, Levant, & Mackowiak, 2012). Identifying as a sexual minority can add an 
additional obstacle to obtaining adequate services as it might be difficult to find therapists who 
are accepting of clients’ sexual orientations and knowledgeable about issues unique to sexual 
minorities (Israel, Gorcheva, Bumes, & Walther, 2008). Continued efforts should be made to 
ensure that various aspects of conformity to male norms and minority stress are considered when 
building rapport and conceptualizing clients with IPT histories.  
As mentioned above, it was unexpected that Internalized Homonegativity was negatively 
associated with PTSD Symptomology. This was inconsistent with previous studies, but could be 
explained that those with low internalized homonegativity were more publically out, which put 
them in greater harm’s way for experiencing IPV. Additional research should continue to look 
into this. Because minority stress and conformity to male norms is more complex than a single 
component, additional research should be conducted measuring conformity to male norms and 
minority stress as multidimensional variables. This could help clinicians gain a better 
understanding of what subscales of conformity to male norms and minority stress have the 
strongest impact on client symptoms related to other factors related to overall psychological 
wellbeing. The current study should be expanded to other members of the sexual minority 
community to ensure we, as clinicians, are evaluating how minority stress and conformity to 
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Recruitment Script: E-mail 
Hello! The LGBT Research Team in the Counseling Educational Psychology and Research 
department at the University of Memphis. We are conducting an IRB-approved study on sexual 
orientation, traumatic symptoms, and help-seeking behaviors. We are currently looking for adults 
18 years of age or older who identify as a member of the LGBT community. The goal of this 
study is to understand how life events and support from others impacts the psychological well-
being of members of the LGBT community. Your participation in this study is entirely voluntary 
and would involve completing several questionnaires that will take approximately 45 minutes to 
complete. Your responses will be confidential and your participation will help advance this field 
of study. Once you complete the survey, you may choose to participate in a raffle for one of two 
$50.00 Amazon gift cards. At that time, you will be prompted to send an email with your name 
and contact information to an email account to the principal investigator. This contact 
information will be kept separate from your survey responses and will be stored on a secure, 
password-protected computer to ensure that your responses remain confidential.  After the raffle 
is complete, the winner will be notified by email. In order to ensure privacy, all contact 
information will then be deleted. If you would like to participate, you may click on the link 
provided. For confidentiality purposes, you will not be asked to provide your name. If you have 
any questions, you may address them to the lead investigator, Elin Ovrebo, Ph.D., at 
eovrebo@memphis.edu. 
 The link to access the survey is:  
 https://memphis.co1.qualtrics.com/SE/?SID=SV_08ophVAWR5XUDhb  







Recruitment Script: Social Media 
  
Hi Everyone,   
  
I am conducting an IRB approved research study on the gender conformity and minority 
stress for people who identify as non-heterosexual males. For all my friends who have 
connections to the non-heterosexual male community, I need your help in finding people who 
would be willing to participate in this study. If you know someone who may be interested in 
participating in this study please forward this announcement. If you are interested in participating 
in the study, please click on the link below. Once you complete the survey, you may choose to 

























Recruitment Script: Twitter 
IRB approved wellbeing study for LGBT community. Raffle for $50 Amazon giftcard.  
To participate:  
http://tinyurl.com/np3xxrg 























Recruitment Script: Listserv 
  
Understanding Psychological Wellbeing of Adults in the LGBT Community  
  
The LGBT research team, as part of the Counseling, Educational Psychology, and Research 
Department at The University of Memphis, is conducting a research study that will 
investigate the factors that impact the psychological wellbeing of individuals who identify 
as part of the LGBT community. Participants will be asked to fill out a survey. This research 
is being conducted under the advisement of Dr. Elin Ovrebo.   
  
It is estimated that the survey will take approximately 45-60 minutes to complete.  
  
If you know anyone who may be willing to participate in this study please forward this 
notice to the appropriate person or people.  
  
Once you complete the survey, you may choose to participate in a raffle for one of two $50.00 
Amazon gift cards.  
  




If you would like more information about this research you can contact the LGBT lab via Dr. 
Elin Ovrebo at eovrebo@memphis.edu. This study has been approved through The 
University of Memphis IRB.   
  














Institutional Review Board 
                
   315 Administration Bldg. 
    Memphis, TN 38152-3370 
        Office:  901.678.2705 
        Fax:  901.678.2199 
 
Consent to Participate in a Research Study 
Assessing the Psychological Wellbeing of Members of the LGBT Community 
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH? 
You are being invited to take part in a research study assessing the different factors that impact the 
psychological wellbeing of members of the LGBT community. You are being invited to take part in this 
research study. To meet the requirements for participation, you must identify as a sexual minority and 
cannot be under the age of 18 years old. Our hope is that the data collected can be a factor in helping 
improve the psychological wellbeing of others.  
WHO IS DOING THE STUDY? 
The person in charge of this study is Dr. Elin Ovrebo of The University of Memphis Department of 
Counseling Psychology. There will be other people on the research team assisting at different times 
during the study. 
WHAT IS THE PURPOSE OF THIS STUDY? 
By doing this study, we hope to learn if factors that impact the psychological wellbeing of members of the 
LGBT community so it can be applied to improve overall psychological wellbeing. 
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY? 
You should not participate in this study if you are under the age of 18 or do not identify as a sexual 
minority. 





The research procedures will be conducted via online. The assessment process will take approximately 
45 minutes to complete. 
WHAT WILL YOU BE ASKED TO DO? 
You will be asked to complete a demographic questionnaire followed by a series of assessments that 
assesses psychological wellbeing and factors that attribute to psychological wellbeing. You will not be 
asked to provide your name, address, or any contact information.  
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS? 
To the best of our knowledge, this study lead to no more than minimal risk. 
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY? 
There is no guarantee that you will get any benefit from taking part in this study.  Your willingness to take 
part, however, may, in the future, help society as a whole better understand this research topic so 
improvements can be made. 
DO YOU HAVE TO TAKE PART IN THE STUDY? 
If you decide to take part in the study, it should be because you really want to volunteer.  You can stop at 
any time without any risk of consequence.  
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER CHOICES? 
If you do not want to be in the study, there are no other choices except not to take part in the study. 
WHAT WILL IT COST YOU TO PARTICIPATE? 
There are no costs associated with taking part in the study. 
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY? 
You will not receive any rewards or payment for taking part in the study. 
WHO WILL SEE THE INFORMATION THAT YOU GIVE? 






Your information will be combined with information from other people taking part in the study. When we 
write about the study to share it with other researchers, we will write about the combined 
information we have gathered. You will not be personally identified with any of the responses. We 
may publish the results of this study; however, we will not have access to your confidential 
information; therefore, there is no risk of your information being published or communicated to 
others.  
Paper records, computer records, and portable storage devices will remain secure by the lead 
investigator and research team. 
We will keep private all research records that identify you to the extent allowed by law. Although unlikely 
that we will have your contact information, in the case of imminent risk to yourself or someone 
else, we will make attempts to ensure safety is maintained. 
To make sure that your information is secure and confidential, only the researcher and his advisor will 
have access to all completed documentation. Also, no names will be documented on the test 
instruments. Instead, each form will be provided with two letters to provide the participants’ group 
for the study.  
 
CAN YOUR TAKING PART IN THE STUDY END EARLY? 
If you decide to take part in the study you still have the right to decide at any time that you no longer want 
to continue.  You will not be treated differently if you decide to stop taking part in the study.   
The individuals conducting the study may need to withdraw you from the study.  This may occur if you are 
not able to follow the directions they give you, if they find that your being in the study is more risk 
than benefit to you.  
 
ARE YOU PARTICIPATING OR CAN YOU PARTICIPATE IN ANOTHER RESEARCH STUDY AT THE 
SAME TIME AS PARTICIPATING IN THIS ONE?  
You may take part in this study if you are currently involved in another research study.   






Before you decide whether to accept this invitation to take part in the study, please ask any questions that 
might come to mind now.  Later, if you have questions, suggestions, concerns, or complaints about the 
study, you can contact the investigator, Dr. Elin Ovrebo at eovrebo@memphis.edu or Floyd “Wally” Cole 
at fcole1@memphis.edu. If you have any questions about your rights as a volunteer in this research, 
contact the Institutional Review Board staff at the University of Memphis at 901-678-2705.  Because this 
informed consent form is provided to you online, if you prefer to obtain a copy for your records, we ask 
that you print this form or save it electronically.  
WHAT IF NEW INFORMATION IS LEARNED DURING THE STUDY THAT MIGHT AFFECT YOUR 
DECISION TO PARTICIPATE?  
If the researcher learns of new information in regards to this study, and it might change your willingness 
to stay in this study, the information will be provided to you.  You may be asked to sign a new informed 




_________________________________________   ____________ 
Signature of person agreeing to take part in the study          Date 
  
_________________________________________ 
Printed name of person agreeing to take part in the study 
  
_________________________________________   ____________ 












1. What is your age?  
a. 18-25  b. 26-35 c. 36-45 d. 46-55 e. 56-65 f. 65+ 
2. With what gender do you identify?     
A. Male B. Female C. Transgender        D. Gender nonspecific 
3. What is your sexual orientation?  
A. Lesbian    B. Gay     C. Bisexual     D. Heterosexual    E. Men who have sex with men –not gay     
 F. Women who have sex with women- not lesbian (WSW)    G. Other/None of the Above 
  
4. What state do you live in (Dropdown Box) 
5. What Race/Ethnicity do you identify (circle all that apply):      
a. White b. African American       c.  Hispanic       d. Asian       e. American Indian        
f. Biracial g. Multiracial h. Other i. Prefer not to answer 
6. Education completed (circle one):  
a. Some High School or less         b. High School      c. Some College/Technical School   
 d. 2 year College Degree  e. 4 year College Degree  
f. Some Graduate School  g. Graduate School/Professional School 
7. What is your annual household income? 
a. Under $20,000 b. $20,001-$35,000 c. $35,001-$60,000 d. 60, 001-$100,000
 e. $100,001-$150,000 f. $150,001-$250,000 e. Greater than $250,000 
8. Have you ever received mental health services?  Yes No 





10. On a 1-10 scale with 10 being the best, how would you rate your overall experience with your mental 





























Have you ever been a victim of any of the following at ANY point in your life? 
1. Physical assault (for example, being attacked, hit, slapped, kicked, beaten 
up) from a family member or loved one?    
2. Physical assault (for example, being attacked, hit, slapped, kicked, beaten 
up) NOT from a family member or loved one? 
3. Assault with a weapon (for example, being shot, stabbed, threatened with 
a knife, gun, bomb)  
4. Sexual assault (rape, attempted rape, made to perform any type of sexual 
act through force or threat of harm)    
5. Other unwanted or uncomfortable sexual experience  
6. Captivity (for example, being kidnapped, abducted, held hostage, prisoner 
of war)  
7. Physical Bullying (including extreme verbal threats)        
8. When was your first of these events? 
a. Childhood (birth-12 y/o) b. Adolescence (13-17) 
 c. Adulthood (18+) 
9. How many times did you experience these event(s)? 
a. 0    b. 1-3    c. 4-6    d. 7+ 
10. How long ago was the last time you experienced any of these events? 
a. Less 1 year   b.1-3 years   c.4-6 years   d.7-10 years   e.10+ years 
 
          Y       N 
         Y        N 
            Y           N 
          Y        N 
       Y        N 
         Y         N 





11. Of these, which ONE of these events would you consider the most 





























































































































The University of Memphis Institutional Review Board, FWA00006815, has reviewed and 
approved your submission in accordance with all applicable statuses and regulations as well as 
ethical principles. 
PI NAME: Floyd Cole 
CO-PI:  
PROJECT TITLE: Gender Conformity and Minority Stress as Predictors of PTSD 
Symptomology among Non-Heterosexual Men with a History of Interpersonal Trauma 
FACULTY ADVISOR NAME (if applicable): Elin Ovrebo 
IRB ID: #4203 
APPROVAL DATE: 5/17/2016 
EXPIRATION DATE:  
LEVEL OF REVIEW: Exempt 
Please Note: Modifications do not extend the expiration of the original approval 
Approval of this project is given with the following obligations: 
1. If this IRB approval has an expiration date, an approved renewal must be in effect to 
continue the project prior to that date. If approval is not obtained, the human consent 
form(s) and recruiting material(s) are no longer valid and any research activities involving 
human subjects must stop. 
2. When the project is finished or terminated, a completion form must be completed and 
sent to the board. 
3. No change may be made in the approved protocol without prior board approval, 
whether the approved protocol was reviewed at the Exempt, Exedited or Full Board level. 
4. Exempt approval are considered to have no expiration date and no further review is 
necessary unless the protocol needs modification. 
Approval of this project is given with the following special obligations: 
Thank you, 
James P. Whelan, Ph.D. 





The University of Memphis. 
Note: Review outcomes will be communicated to the email address on file. This email should be considered an 
official communication from the UM IRB. 
 
